confirmable or open invitation, only 20 (4%) defaulted. This differential wastage made fixed invitations nearly 20% more expensive than confirmable or open invitations. As screening services expand such costings will become more relevant. We know of no previous published work that estimates the cost of screening by allowing for differential response rates.
Bone density screening takes nearly 30 minutes and therefore requires scheduled appointments; late attenders are rare but disruptive. Deliberate overbooking would cause lengthy queues, which might be poorly tolerated by both patients and health authorities.
We detected no significant difference in social class among those who attended for a scan in response to the three methods of invitation and returned the postal questionnaire. As the social class of attenders was similar to that of the target population none of the invitation methods seemed to introduce a social class bias.
In conclusion, letters offering fixed appointments that require confirmation seem to combine acceptable response rates and efficient use of resources provided that unconfirmed appointments can be reassigned at short notice. A mixed strategy offering an open appointment as an initial invitation and a fixed appointment requiring telephoned confirmation as a reminder, might ensure the best use of human and material resources while achieving an acceptable response rate. This hypothesis should be tested in a controlled study. 
Abstract
Objective-To describe the distribution ofcervical intraepithelial neoplasia grades among women with mild and moderate dyskaryosis after a single cervical smear and to determine whether social criteria could help identify women who are at increased risk of grade II or III disease.
Design-Cross sectional analysis within a randomised prospective study. Subjects had a repeat smear, a colposcopic examination, and an excision biopsy of the transformation zone. In addition, women were asked to complete a social questionnaire.
Setting-Colposcopy clinic, Aberdeen. The Aberdeen Birthright prospective study is currently investigating the behaviour of mild and moderate dyskaryosis with a view to determining rational management protocols for women with such abnormalities. We report here cross sectional data that correlate the cytological, histological, and sociological characteristics of the study population and examine whether social risk factors could select women for whom immediate colposcopy would be most appropriate.
Patients and methods
Since August 1989 women with mild or moderate dyskaryosis found on a single cervical smear (the index smear) have been seen at a dedicated colposcopy clinic. Women with previous cytological abnormalities were excluded from the study. The aim was to recruit 1000 women and to allocate them in a randomised fashion into four groups. These comprised an immediate diagnosis and treatment group and three groups with 
Results
The study began in August 1989 and recruitment was closed by October 1991. We recruited 913 women, of whom 228 had been randomised to the immediate treatment group. The index smear showed mild dyskaryosis in 146 (64%) women and moderate dyskaryosis in 82 (36%). These proportions did not differ from those in the total study population: 629 (69%) women had mild dyskaryosis and 284 (3 1%) had moderate dyskaryosis (p=0- 16) . Table I shows the histological results correlated with the results of the index smear. Of the 228 women, 159 had cervical intraepithelial neoplasia grade II or III. There were no cases of invasive or microinvasive neoplasia. There was no difference between those who presented with mild dyskaryosis and those who presented with moderate dyskaryosis for all grades of pathology (p>005). When the results of colposcopically directed punch biopsy and large loop excision were compared the same abnormality was detected in 92 of 167 cases (55%). A less severe abnormality was found with the punch biopsy in 59 cases (35%) and a more severe abnormality in 16 (10%).
The repeat smear was unsatisfactory in 11 women and could be compared with the index smear in 217 cases. The results agreed in 67 cases (31%); the abnormality reported with the repeat smear was more severe in 62 cases (29%) and less severe in 88 (40%). Cervical intraepithelial neoplasia grade II or III was detected in 51 (82%) women in whom the repeat smear showed a more severe abnormality compared with 44 (50%) in whom repeat smear showed a less severe abnormality (p=0-0001).
The relation between the histology and basic sociodemographic parameters were examined. Although 188 (82%) women completed the social questionnaire, smoking and contraceptive information was available for only 187 Current cigarette smoking, which has been shown to increase the risk of both invasive cervical cancer and cervical intraepithelial neoplasia,'2 was an independent risk factor for grade II and III disease only in women currently smoking 20 or more cigarettes a day. This dose-related effect fits well with the idea that cigarette smoking acts as a promoter in this disease. Our finding that more than one previous sexual partner was associated with a greater prevalence of cervical intraepithelial neoplasia grades II and III is consistent with the well established epidemiological link between sexual characteristics and both invasive and preinvasive cervical intraepithelial neoplasia.'3 " The suggested relation between use of oral contraceptives and an increased risk of invasive and preinvasive cervical neoplasia,'" 6 becomes less clear after adjusting for potential confounding variables. ' Main outcome measures-QALYs formed from the Rosser index.
Results-Published data could not be found for three interventions (cataract surgery, inguinal hernia repair, varicose vein surgery). For the remainder (prostatectomy, hip replacement, and knee replacement) data were found which could be reprocessed to form QALYs, though it was often hard to compare data from different studies and many assumptions had to be made.
Conclusion-The value of QALY results obtained by this method is questionable, given the large number of assumptions which had to be made. For many interventions published data are unlikely to be available.
Introduction
The current reorganisation of the National Health Service offers health authorities the opportunity to purchase the pattern of provision that best meets the needs of the populations they serve. The realisation of this potential should, however, be informed by evidence about appropriate levels of provision and priorities.' A lack of such evidence currently clouds decisions and will continue to do so in the near future. As a short term expedient this paper considers the practicalities of drawing on available evidence to inform choices about the balance of care and examines the value of a rapid method of deriving utility values to incorporate into cost effectiveness measures.
Rationale
Evidence about cost effectiveness is crucial to purchasing decisions.2 With such evidence the costs of treating extra patients by particular interventions can be related to the benefits and the total benefit available to patients thus maximised.3 One difficulty, however, is in measuring benefit in a comparable manner for different interventions. One method of measuring benefit which aims to solve this problem is that of using utility values, of which the quality adjusted life year (QALY) is one form.34
The QAL Y Toolkits has been used as a source document for determining utility values.6 Although the toolkit does not claim to have validated any of its methods, they have recently become more widely used.79 Three methods are recommended for determining utility values: collecting disability-distress data using a self completed questionnaire (observational studies); eliciting views from selected reference groups; and reprocessing data from published sources. 5 Observational studies of long term outcomes cannot be a speedy method of informing decisions. Eliciting views from selected reference groups is also inappropriate as no reference group holds all the relevant information; in particular, clinicians may value health states differently from patients7 and often have little knowledge of long term outcomes.
To inform purchasing decisions in the short term, therefore, the most appropriate method is to base utility values (QALYs) on reprocessed data from published studies which measured quality of life as assessed by the patient. This method has been used to consider medical care in end stage renal failure, upper limb joint replacement, surgery for scoliosis, and drug treatment for cystic fibrosis.'0 I selected six common interventions that might be suitable for reprocessing data because they have a circumscribed purpose, the therapeutic technique is stable, and data are likely to be available on outcome: prostatectomy for benign prostatic hypertrophy, cataract surgery, inguinal hernia repair, total joint replacement to treat osteoarthrosis of hip and knee, and varicose vein surgery.
Methods
The Rosser classification of illness states, or Rosser
